The clinical data of 1,788 breast cancer patients was collected and analyzed. The Kaplan-Meier method was used to estimate survival. Multivariate analysis of the prognostic factors for survival was performed using the Cox regression model. Results: Patients with TNBC exhibited characteristics significantly differing from those with non-TNBC. There was a higher proportion of patients with age < 35 years, stage III disease, tumor size > 5 cm, lymph node positivity, and histological grade 3. The 5-year disease-free survival (DFS) rates of TNBC and non-TNBC patients were 75.7 and 79.6%, respectively (p < 0.05). 5-year overall survival (OS) was 86.6 and 93.5%, respectively (p < 0.05). In multivariate Cox regression analysis, the independent prognostic factors for shorter DFS were age < 35 years (hazard ratio (HR) 2.105), positive lymph nodes (HR 7.039), histological grade 3 (HR 1.841), and for shorter OS positive lymph nodes (HR 4.626). Conclusion: The proportion of TNBC in breast cancer in China is higher than in other areas. TNBC is correlated with younger age, larger tumor size, positive lymph nodes, higher clinical stage and histological grade, and lower DFS and OS, which is consistent with previous reports.
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Introduction
Breast cancer has become one of the most common cancers in women. Recent studies suggest that breast cancer is a heterogeneous disease, and that patients with similar clinicopathologic features could show dramatically different clinical outcomes [1] . Therefore, to improve treatment outcome and reduce mortality, it is critical to further understand the biology of the disease [2, 3] . Based on gene expression profiling, 5 subtypes of breast cancer can be distinguished: luminal A, luminal B, normal breast-like, human epidermal growth factor receptor 2 (HER2/neu)-overexpressing, and basal-like. Each subtype has a different prognosis [4, 5] . Basal-like breast cancer is also named triple-negative breast cancer (TNBC), defined as estrogen receptor (ER)-negative, progesterone receptor (PR)-negative, and HER-2/neu-negative. Although the incidence of TNBC is relatively low (10-20.8%), the extremely aggressive biological behavior of this disease leads to a poor prognosis [6, 7] . In this study, we collected the data of 356 cases of TNBC and analyzed their clinicopathologic and prognostic characteristics in order to provide a reliable basis for the treatment of TNBC. 
Patients and Methods

Patients
Follow-Up
Follow-up was completed by reviewing the clinical charts and directly contacting the patients. The median follow-up time was 46.5 months. Estimation of disease-free survival (DFS) and overall survival (OS) was the main objective of this survey. DFS was defined as the time from diagnosis to development of clinical or radiographic metastatic disease or to the last follow-up without disease. OS was defined as the time from diagnosis to the last follow-up or time of death.
Data Analysis SPSS 13.0 software (SPSS Inc., Chicago, IL, USA) was used for data analysis. Baseline demographic and tumor characteristics were compared between the TNBC and non-TNBC groups using Pearson's chi-square test for frequency. Kaplan-Meier survival analyses were carried out for DFS and OS with known prognostic variables such as age, tumor size, stage, lymph node, tumor type, and family history. The log-rank test was used to examine the statistical significance of the differences observed between the groups. For those found to be significantly associated with DFS and OS in univariate analysis (table 2), hazard ratios were calculated using multivariate Cox regression analysis. Estimates were considered statistically significant for two-tailed values of p < 0.05.
Results
Clinicopathologic Features of TNBC Patients
In this sample, 356 of the 1,778 patients (20%) were defined as having TNBC. The disease stages were I-III; hence, the vast majority of patients was surgically treated. Patients with TNBC exhibited characteristics significantly different to those of patients with non-TNBC (table 1), namely a higher proportion of age < 35 years (p < 0.001), stage III (p = 0.020), tumor size > 5 cm (p < 0.001), lymph node positivity (p = 0.017), and histological grade 3 (p = 0.002). follow-up study of TNBC patients and found that recurrence and death mainly occurred in the first 5 years after surgery. Our study showed that 5-year DFS (75.7%) and 5-year OS (86.6%) were significantly lower in TNBC compared to non-TNBC patients, which was similar to other reports. The slightly different survival rates among these studies may be caused by personal circumstances, treatment methods, and different levels of medical care in local hospitals [16, 17] . Some trials revealed that the sensitivity to chemotherapy of TNBC was comparable or even higher than that of other types of breast cancer. The reason for the poor prognosis of TNBC may be special biological characteristics such as nonsusceptibility to endocrine and targeted therapy. Because of this, TNBC patients are left without an ideal adjuvant therapy after conventional radiotherapy and chemotherapy to prevent metastasis and recurrence [10, 18, 19] . Siziopikou et al. [20] reported that TNBC expresses EGFR. In a multicenter randomized phase II clinical trial, 120 patients with metastatic TNBC were randomized to receive gemcitabine and carboplatin with or without BSI-201. The total relative risk was significantly higher in patients with BSI-201 than in those without (48 vs. 15%; p = 0.002), and the clinical benefit rate (complete remission + partial remission + stable disease > 6 months) was significantly increased (62 vs. 21%; p = 0.0002) [21] . This highlights the future possibilities of platinum therapy in combination with PARP-1 inhibitors for TNBC. In the present study, univariate analysis showed that the factors affecting DFS in TNBC patients were age, clinical stage, tumor size, lymph node status, histological grade, and pathological type. Factors affecting the OS were clinical stage, tumor size, and lymph node status. Bauer et al. [22] pointed out that younger TNBC patients had faster recurrence and metastasis, which is closely related to their high level of estrogen and progesterone. Other reports showed that premenopausal breast cancer patients with a poor prognosis are more likely to develop local recurrence and distant metastasis [18, 23] . These results indicate that during follow-up, particular attention must be paid to younger TNBC patients in order to treat them immediately when the disease progresses. Clinical stage and histological grade are significantly related to the prognosis of TNBC: the higher the pathological stage and histological grade of the tumor, the lower the DFS and OS of the patient. Furthermore, patients with positive lymph nodes have a poor prognosis. One study further analyzed the relationship between number and location of the positive lymph nodes and prognosis but did not find any significant correlation [24] . In clinical treatment, node-positive TNBC patients should not only receive adjuvant chemotherapy and radiotherapy but also biological treatments and other new therapy methods. Postoperative follow-up is also critical in improving the prognosis.
There are some limitations to our study. First, in some cases, IHC staining for ER, PR, or HER-2 had not been performed, and follow-up data were missing in several cases pathological type (p = 0.019). Prognostic factors associated with shorter OS were clinical stage III (p = 0.022), tumor size > 5 cm (p = 0.014), and lymph node positivity (p = 0.001) (table 2) .
Multivariate Cox Regression Analysis of Prognosis in TNBC
In multivariate Cox regression analysis, bicategorical pretreatment baseline characteristics that showed significance for DFS in the univariate analysis (table 2) were included: age, clinical stage, tumor size, lymph node status, histological grade, and pathological type. It became evident that the following parameters were independent for shorter DFS: age < 35 years (hazard ratio (HR) 2.105, 95% confidence interval (CI) 1.08-4.13, p = 0.006); positive lymph nodes (HR 7.039, 95% CI 2.95-16.78, p < 0.001); and histological grade 3 (HR 1.841, 95% CI 1.07-3.18, p < 0.001). The independent prognostic factor for shorter OS was positive lymph node status (HR 4.626, 95% CI 1.54-13.93, p = 0.006).
Discussion
As a special subtype of breast cancer, TNBC has attracted more attention both clinically and experimentally. It has been reported that TNBC is characterized by the following biological features: large tumor size; high histological grade; expression of basal cytokeratin (CK5/6, CK17), P-cadherin, epidermal growth factor receptor (EGFR), and P53 in most cases; and rare expression of androgen receptor, E-cadherin, and cyclin D. DFS and OS are lower than in non-TNBC, and local recurrence and distant metastasis tend to appear earlier [8] . Because of its high-risk biological characteristics, TNBC exhibits less drug targets, resulting in less effective treatment options and lack of benefit from endocrine and targeted therapies for patients [9, 10] .
In the current study, we collected and analyzed the data of 1,778 Chinese breast cancer patients in order to explore new therapeutic strategies for TNBC. 356 (20%) of the 1,778 breast cancer patients had TNBC, which was consistent with rates from a previous report from Korea by Rhee et al. [11] . Other reports show rates of 13.4% (America) [12] and 11.2% (Canada) [4] , while another study from China reported an incidence as high as 24% [13] . This discrepancy may be due to different ethnic backgrounds of the cohorts, or varying test methods and standards. Identification of the exact reasons would require multicenter trials with more patients. Compared with non-TNBC, TNBC was correlated with younger age (< 35 years, 8.4%), larger tumor size, more positive axillary lymph nodes, and higher histological and pathologic grade, which was consistent with previous reports [6, 14] .
Brown et al. [15] showed 5-year OS rates of 76.2% for TNBC, compared to 75.9% in ER(-), PR(-), HER-2-overexpressing breast cancer patients and 94.2% for the remaining types of breast cancer. Dent et al. [4] conducted a long-term (86.6%) were significantly lower for TNBC than for non-TNBC, which is similar to other reports. In our study, TNBC was correlated with young age, large tumor size, positive lymph nodes, and higher clinical stage and histological grade, which is consistent with previous reports from other countries. Additional efforts should be directed towards standardization of current test methods and development of new treatment strategies.
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whose survival status was therefore difficult to analyze. Second, CerbB-2(-) and (+) were classified as HER-2/neu-negative and considered as TNBC, while CerbB-2(++) and (+++) were classified as HER-2/neu-positive and non-TNBC. However, a number of trials showed that classification of CerbB-2(++) as HER-2/neu-positive or -negative did not affect the clinical outcome [25] . Third, some patients with short followup should be observed longer in order to analyze the changes in recurrence hazard in the long term, which would provide information for physicians when choosing a treatment plan.
In summary, this data from China showed that the proportion of TNBC in breast cancer patients (20%) was higher than that published for other areas. This discrepancy may be due to different ethnic backgrounds of the cohorts or varying test methods and standards. 5-year DFS (75.7%) and 5-year OS
